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The United States faces an aging population and a shortage of primary care providers, which will make it more difficult to fully meet demands for health care services (Chandrasekar et al., 2014 ; Committee on Public Financing and Delivery of HIV Care, 2005; Petterson et al., 2012) . These trends have reinforced the value of enhancing efficiencies in clinical operations and reducing costs while maintaining or improving the quality of care (Fillmore et al., 2014; Friedman et al., 2014; Hu et al., 2018) . The multicomponent patient-centered medical home (PCMH) currently stands as a leading model for guiding such efforts. Originally conceived as a strategy to organize pediatric oncology services and subsequently adopted for use in primary care (Carrier et al., 2009; Sia et al., 2004) , PCMH involves changes to clinical information systems, performance monitoring and quality improvement efforts, and the sharing of responsibilities among providers, staff, and patients (American Academy of Family Its components have typically included the introduction of care teams, use of technology to manage each team's panel of patients, and care coordination services to improve the efficiency and delivery of health care services. PCMH has also involved structural changes to enhance access to services (e.g., increased hours of service) and strategies to augment patient and family input and participation in guiding care plans.
Although the PCMH model has required multiple changes to practice workflows and infrastructure to achieve its goals, its components can be grouped by the degree to which they are dependent on patient activation (Figure 1 ), which is defined as ''patient willingness and ability to take independent actions to manage their health and care'' (Hibbard & Greene, 2013, p. 207) . A first subset of PMCH components has relied on patient activation (Bilello et al., 2018) . Examples include expanded clinic hours, same-day appointments, patient electronic health record portals, and collaboratively developed and implemented care plans (AAFP, AAP, ACP, & AOA, 2007; NCQA, 2014) . These components facilitated patient efforts to engage in care, but ultimately required that each patient take independent action to receive full advantage of clinic enhancements. The goal was to improve patient satisfaction with, and overall utilization of, clinical services, as well as to increase their own efforts to improve and maintain well-being in order to foster better health outcomes and reduce costs.
A second group of PCMH components exerted influence without relying on enhanced patient activation. Those changes may have affected care experiences, but did not require independent action by patients. The driving forces for change were resources newly available to providers and staff, as well as changes in clinic workflows. For example, the PCMH model emphasized the use of information technologies to render care according to evidencebased standards and the use of care teams, which redistributed patient care responsibilities among providers and clinical staff (AAFP, AAP, ACP, & AOA, 2007; NCQA, 2014) . The category also included care coordination, through which clinical staff monitor and direct patients to services that their providers advised for them. Through the implementation of these changes, a clinic was better able to ensure that services were directed to patients when needed, which, in turn, could lead to health outcome improvements and reduced costs.
HIV care has been facing trends similar to those affecting the health care system overall, with a shortage of HIV providers anticipated in coming years (Weiser et al., 2016) Transforming practice in this area of health care, however, would require consideration of the unique ways that HIV care has been structured historically.
To ensure that cities and states had funds to cover the high costs of treating HIV and to ensure that stigma would not leave patients without access to services, the U.S. federal government created the Ryan White HIV/AIDS Program (RWP; Committee on Public Financing and Delivery of HIV Care, 2005) . It has fostered the development of care systems tailored specifically to people living with HIV (PLWH). To meet the needs of men and women from vulnerable populations, such as racial/ethnic minorities and those who were socioeconomically disadvantaged, the program actively encouraged multidisciplinary care coordination practices (Beane et al., 2014; Saag, 2009 ). In addition to providing HIV specialty care, many RWP-supported clinicians served as primary care providers (PCPs), a practice favored by their patients (Cheng et al., 2014) . Although general internal and family medicine professionals have more typically served as PCPs, many of the patients receiving care in RWP-funded clinics have not historically had access to services other than those offered through the RWP. In the face of this reality, HIV specialists have effectively filled the void by acting as their patients' PCPs.
Given these realities, there were good reasons to believe that the PCMH model could be beneficial in HIV care settings. It was initially developed for the care of complex diseases, and its emphasis on coordination and teamwork had distinct applications for HIV disease management (Friedman et al., 2015; Pappas et al., 2014; Siegler & Brennan-Ing, 2017) : (a) PLWH have required the expertise of providers from different health care specialties, especially when facing comorbid conditions (Edelman et al., 2013; Greene et al., 2013) , and (b) the care coordination practices used by RWP-funded settings were broadly consistent with the structures formally recommended in the PCMH model (Beane et al., 2014; Saag, 2009 ).
There were other reasons, however, to believe that the PCMH model's components would need to be modified in HIV clinics to account for HIV's disproportionate impact on individuals disadvantaged by social inequalities (Fleishman et al., 2012; Marks et al., 2010) . Delivering services to patients from vulnerable communities is complicated by lower health literacy; higher rates of mental health and substance use problems; and fear, stigma, and distrust of the health care system (Committee on Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities, 2011; Smedley et al., 2003) . The PCMH model was not necessarily designed to respond to social and economic factors that produce health disparities. This issue was made salient in an evaluation of six PCMH initiatives operating at regional, state, and multistate levels (Reibling & Rosenthal, 2016) . Investigators found that disparity reduction had not been an explicit priority when setting up or measuring success of the initiatives. Although PCMH stakeholders generally believed that the model could be beneficial for reducing disparities, they did not have concrete evidence from their work to support this view and acknowledged that factors driving disparities were often beyond the control of primary care practices (Reibling & Rosenthal, 2016) .
Given both the potential applicability of the PCMH model to HIV care and the potential need to tailor its components to better serve vulnerable populations disproportionately affected by the disease, the California HIV/AIDS Research Program funded the Mark Etzel Patient-Centered Medical Homes Initiative. It supported the implementation and evaluation of PCMH demonstration projects in HIV care settings primarily serving safety net populations.
We examined provider and patient perspectives at the initiative's five demonstration project sites to understand why the sites ultimately placed a relatively heavier emphasis on implementing PCMH components that did not require patient activation. Through these analyses, we examined the ways in which PCMH model components were perceived to meet the health and support service needs of PLWH in safety net settings, and to identify how the model's components might need to be refined to more fully respond to this unique patient population.
Methods

Demonstration Projects
The initiative funded five demonstration projects, operating in diverse urban jurisdictions of California. The University of California, San Francisco was funded separately to serve as a cross-site evaluation center. Each demonstration project proposed to implement new technologies, services, and clinic workflows to meet the needs of its clinical sites and the patient populations being served. Although these changes had to be consistent with the PCMH model, projects differed in what specifically was implemented ( Table 1) . Some of the projects focused on coordinating care across teams of providers, while other projects focused on building capacity of health information technology systems to improve the tracking of patient health outcomes and prioritize groups of patients in need of preventive services (i.e., panel management).
Evaluation Overview
The cross-site evaluation consisted of qualitative and quantitative assessments with demonstration project team members, as well as providers, clinical staff, and patients at the participating clinics. The larger goals of our work were to characterize the PCMH components implemented for each project; understand the considerations that motivated the changes; and assess the impact of the alterations on delivery of clinical services, satisfaction, and HIVrelated health outcomes. In this article we focus specifically on qualitative interview data. It was through this portion of our work that we sought to understand the factors that shaped the PCMH components implemented by each project, as well as provider and patient reactions to the changes.
Recruitment
To be eligible to participate, an individual had to be: 18 years of age or older; conversant in English; and a member of a demonstration project study team or a provider, clinical staff member, or patient at a participating clinic.
Investigators directly approached demonstration project team members for interviews. Clinic providers and staff members (e.g., clinic managers, medical assistants, social workers, and information technology specialists) whose work was affected by the implemented PCMH components were approached by investigators or apprised in advance of the study and had time allocated in their schedules for an interview. A convenience sample of patients was drawn at most sites by supplying providers and clinical staff with a brief study description and having them refer prospective participants to investigators. At one site, providers and staff were not able to make referrals to the study team due to patient volume. Instead, patients were recruited by having cross-site evaluation team members directly approach them in the clinic waiting room. This procedure was possible because the room was used exclusively for HIV care appointments. Cross-site evaluation team members used a checklist to confirm that each prospective participant met eligibility criteria.
Interview Procedures and Content
Interviews were conducted by a team of researchers trained in qualitative methods. A cultural anthropologist with more than 15 years of experience in the field led collection and analyses of these data. Interviews with demonstration project team members, providers, and clinical staff (henceforth collectively referred to as ''key informants'') were conducted privately in person or by phone, lasted approximately 60 minutes, and were not incentivized. To assess perceptions both before and after PCMH implementation, we conducted two rounds of interviews. Because of some turnover in staff, it was not always possible to interview the same individuals at both time points; however, questions at the second interview round were focused on current impressions and thus, did not require a participant to have taken part in the first round. Patient interviews were conducted privately in person, lasted approximately 45 minutes, and were incentivized by a $40 gift card to a local merchant. Patients were interviewed approximately 3 to 6 months after PCMH implementation.
Procedures were approved by the University of California, San Francisco, Institutional Review Board. Participants provided verbal informed consent, which was documented by investigators on the eligibility checklist. Consent was obtained verbally, instead of in writing, so that researchers would not collect the full names of the participants.
Prior to the interview, investigators recorded a participant's self-reported gender, ethnicity, and race via a brief questionnaire. For key informants, we also asked for their role on the project or in the clinic. For patients, we also asked for age. Subsequently, the investigator conducted an open-ended interview aided by the use of a semi-structured guide. As needed, queries were tailored to the specifics of the practice transformations at each demonstration project. Key informant interviews focused on obtaining a description of the local PCMH project, how a person's work was changing or had changed, and facilitators and barriers to implementation. Patients were asked less directly about PCMH components. We chose this approach because some of the changes operated behind the scenes (e.g., data sharing among providers) and/or were not evident to all patients (e.g., re-sorting providers into teams). We asked patients to describe a typical clinic visit. Follow-up probes allowed us to examine if and how specific PCMH components affected these experiences. We also asked patients to describe more generally what they did when a health-related question or problem arose. These queries allowed us to obtain perspectives on patient relationships with providers and their interest in self-managing health conditions.
Analyses
Interviews were recorded with participant permission and transcribed verbatim. Identifying information was redacted from the transcripts. We used an iterative process to develop codebooks for key informant and patient interviews. First, the group of three investigators met to review one of the interview transcripts and created a list of potential codes. The team then met again to review another interview, attempting to apply the codes and pausing frequently to discuss usage. Once a preliminary codebook was created, the team members applied the codes independently to a different transcript and reconvened to discuss and revise the coding framework. This process continued for one more of the transcripts, at which point the group had reached consistency in code application. The codebook consisted of a priori codes, which were derived from our interview guides and research questions, as well as emergent codes developed during coding to capture observed findings. The a priori codes focused on the goals of the PCMH model, perceptions of and satisfaction with services, and barriers and facilitators to implementation. Two investigators independently coded each interview and then reviewed the transcript to ensure consistency of coding. The investigators met to resolve any differences in coding application. Changes to the final coding scheme usually involved a recommendation to add a code that had been overlooked by one of the other coders. Occasionally these meetings resulted in the addition of a new code to the codebook. After comparing transcripts and resolving any differences in code application, a final coded transcript was entered into Dedoose (Hermosa Beach, CA; Version 8.0.35, 2018) to facilitate data management.
Following the principles of Framework Analysis, a structured method that facilitates thematic analysis (Ritchie & Spencer, 1994) , we read excerpts under key codes of interest, wrote summaries, and organized the summaries into tables. The summary tables were then used to identify themes and to develop the analysis presented below. Summary tables were prepared and reviewed by the qualitative research team to check interpretations of the data. Additionally, our interview findings were triangulated with observations from twice-annual meetings with all demonstration project teams, at which they provided updates and discussed their implementation processes and outcomes. During these meetings, we also presented our preliminary findings to the demonstration project teams, which served as a member check (Sandelowski, 2008) .
Results
We interviewed 60 key informants and 53 patients. As reflected in Table 2 , most key informants were White/non-Latino and female. Most patients were male, with relatively equal proportions of African Americans and Latinos (Table 2 ). Patients had a mean age of 48 years (range 5 30-65).
Participant Perspectives on PCMH Components Were Related to Patient Activation
The most prominent finding to emerge in the data was how participant perspectives on PCMH-related changes were linked to the degree of independence, and the activation the changes required of patients (see Figure 1) . Participants expressed the strongest support for components that did not rely on patients taking independent actions to achieve improved clinical and health outcomes (e.g., use of care teams, colocation of services, care coordination). By contrast, they expressed the least interest in-and in some cases outright skepticism for-PCMH-related components that would require high levels of patient activation, such as efforts to encourage greater disease selfmanagement. And they described a nuanced reaction to PCMH components that would require more limited forms of activation, such as communication with a provider by way of an electronic health record. The participants expressed support for the underlying goal of these components but highlighted existing informal practices that already had similar effects.
The relationship between patient activation and participant perspectives was notable because it aligned with the focus of the demonstration project sites' work. For example, all five sites implemented PCMH components to enhance care coordination practices or redistribute work among provider teams (Table 1) . By contrast, most demonstration projects did not make changes to give patients enhanced options for accessing services or to encourage greater disease self-management. It was also notable that this theme was consistently observed across our informants. It did not differ systematically by demonstration project, type of informant (key informant vs. patient), time (before or after implementation), or whether a person took part in one or two rounds of interviews.
In the sub-sections that follow, we describe in more detail findings pertaining to PCMH components that required no patient activation, substantial patient activation, and minimal patient activation.
PCMH components not requiring patient activation
Both key informants and patients spoke highly of PCMH components that were not predicated on patient activation to achieve improved outcomes. This could be seen in the following quote from a provider, who discussed the value of having a care coordinator to whom a patient had been referred: So I have a relatively new patient, newly diagnosed, who is a drug abuser and is [participant describes patient's disability] . He had just been coming to clinic randomly with no appointment, wanting to have everything done, but our clinic can't work like that. So he would be given a same-day appointment, but then he would leave before his appointment time. Then he would come in complaining that no one cared about him. No one would see him . So [the social worker] and I decided to do the [informant names the clinic's new care coordination program]. So he actually started coming to his appointments when he was supposed to. He knew that he had to call ahead of time. He knew when he had to do labs, when he had to fast . He actually went to rehab, which was amazing because he was just using drugs and missing everything. All of a sudden, I found out that the care coordination person helped him get into rehab. So he totally changed his life around. So that's one big save thanks to care coordination within my own personal patient panel. (Provider: Asian/Pacific Islander woman)
Although the provider described a set of outcomes that may point to a patient who has effectively become more activated, the endorsed mechanism of action was the care coordinator (a new position) Here again, the respondent expressed support for a change that, if anything, reduced the amount of activation required of a patient. By placing lab services in the same facility, the patient was not required to seek out a laboratory in a separate location at a separate time. Finally, support for PCMH-related components that did not require patient activation can be seen in the remarks of a patient who described his feelings about the team-based care model in use at his clinic:
There's a big team effort here, and the doctors, if you walk by their offices, they're always huddled together talking about certain patients, and -which now makes me feel really good. PCMH components requiring high levels of patient activation. In contrast to the support for expanded access and care coordination, there was less interest in PCMH components that relied on and were intended to foster high levels of patient activation (i.e., enhancing patient roles in care planning and management of disease). This perspective was synthesized in a comment from one informant when reflecting on the formal standards used by the NCQA (2014) to certify a clinic as a PCMH.
I think when NCQA was drafting those standards, they were thinking of your regular, well-controlled patient who comes in, who follows up on appointments -if you give them a referral, they're going to go to that appointment, they're going to show up for their appointments. So just a -someone with great organizationalkind of the perfect patient. But all of our patients are transitionally housed, have substance abuse issues, multiple comorbidities, and it's just hard for them. It's hard for them to get around, it's hard for them to make appointments. It's tough. When you're homeless, it's not like your doctor's appointments are the first thing on your mind. And we try and help our clients with housing whenever we can, but it's just the hierarchy of needs that's tough. (Demonstration Project Coordinator: White man)
Other informants echoed these sentiments:
We're the largest provider of HIV services in the county. We probably have about -I'd say half of those, or more, are severe need -they [are dealing with] mental health, substance use, and poverty, and HIV, of course. It's pretty much a frenetic environment here. There's a lot of patients in crisis, a lot of homelessness, a lot of people coming in on meth, or coming down off meth. There's a lot of needs . and so the environment is very much one of this kind of low-grade chaos, I suppose. The patients are very chaotic and it's our job to really try to mediate that and keep things calm and contained. (Social Worker: White woman) Several informants expressed wariness about the current dynamics, believing that it was unsustainable for clinic personnel to manage all of their clients' problems, as reflected in the following quote:
We become their social support. And I'm constantly cautioning my case managers and my staff, we can't be their only support. We can't do it. It's not healthy for them, it's not healthy for you. At some point, it goes back to self-sufficiency -we can be as supportive as possible, but we can't be their only support, so we have to find other social supports for them -give them other resources for support -ask them, ''What is support to you? -what is your support network?'' . (HIV Program Manager: White woman) Notably, even as this informant raised concerns about the current practices, the person highlighted the need to find other sources of support and assistance, rather than building self-management skills in the patients themselves.
Unsurprisingly, patients used different language to describe their perspectives. But consistent with the reflections of the key informants, there was little evidence that they were seeking a more activated and independent role. In response to the interviewer questions such as, When you have a question or a problem related to your health, how do you handle it? or What is your role in managing your health?, few characterized themselves as taking an active role in their care. Those who did were facile with computers, knowledgeable about laboratory results, and, in general, presented as more health literate. Below is a quote from a self-declared ''very difficult patient'' who was managing diabetes, diabetic neuropathy, and psychological issues as well as HIV. In response to a specific question about his use of the patient portal, he said: More commonly, patients emphasized the importance of being treated with respect and knowing that they could trust their providers. Such realities favored patient-provider interactions that fulfilled social support needs and offered reassurance. Patients did not tend to characterize themselves as seeking greater disease self-management responsibilities or parity in medical decision-making. Rather, when they made queries to a clinic, it was to have a provider fulfill a request or obtain peace of mind.
The difficulties in an HIV population, I think the level of anxiety and concern is much higher than your standard practice . and so, unfortunately, that creates the extra feeling of urgency and the multiple e-mails that we might get from the same person for the same issue. (Physician: Asian/Pacific Islander man) PCMH components that require minimal patient activation. The most nuanced reactions were in response to PCMH components that would require relatively minimal activation or independent action by the patients. For these changes, there was clear concurrence with the underlying goal of the change (e.g., to improve access to clinic facilities). One patient discussed his preference for walk-in appointments and assurance that he could obtain services when needed.
It's the only place that I can come and talk to a doctor or come in and see a nurse, or come with any questions, or if I don't feel good -this is pretty much the only place I can go. Everywhere else, there's a waiting limit. They don't do walk-ins. This is the only place I know that if I have something wrong with me, I can just come and walk in and see somebody. They'll never just turn me away. Notably, respondents described numerous existing, informal practices that achieved the same effects without incorporating formal PCMH components. For example, all of the demonstration project clinics had procedures to accommodate patients who showed up unexpectedly, regardless of whether they had implemented open scheduling or formal same-day appointments. Similarly, respondents described informal channels used to facilitate communication. This can be seen in the following dialogue with a patient.
Participant: Usually I know if something's not going right. And I call the doctor -I actually e-mail him a lot . if I need something, I can e-mail him and usually that very day I will get an e-mail back saying, ''Hey, I took care of it.'' So that's been very beneficial for me.
Interviewer: That's really interesting. I'm curious-is there a special portal that you use to e-mail, or is it just e-mail? Participant: No, I just e-mail. I actually do have a portal to get interoffice communications from my doctor for privacy. I do have that. It goes through the hospital secure mail system, secure mail server. And I do have a password to go on there, to get messages from my doctor. But I don't usually do that. I just e-mail him directly. (Patient: 52-year-old Native American man)
Other patients spoke of having their providers' personal numbers.
She [nurse] gave me her own personal line number, just in case I have any questions or need to talk to somebody. But yeah. She gave me her own personal number, just in case I did need to talk to her. 'Cause one time I told her, sometimes I just feel like I wanna just kill myself. She said, ''We can't have that. Here, take my number down. You feel that way, just call me.'' (Patient: 41-year-old African American woman)
Role of Stigma in Shaping Participant Perspectives on PCMH Components
Multiple factors potentially explained why patient activation heavily shaped participant perspectives on various PCMH-related changes. For example, as evidenced in earlier quotes, one such factor was the vulnerability and chaos that characterized many of the patients' lives. But the more persistent theme across the interviews was the impact of stigma and how it had elicited a need for an environment that patients could trust. The patients at the demonstration project clinics had faced significant social forces that shaped how they evaluated the essential features of a clinic environment. A quote from a clinic staff member summarized the issue bluntly.
Our chronic out-of-care linkage clients are not gonna do [referencing a local hospital system that primarily serves insured clients]. They're not gonna follow those schedules and negotiate The staff member's description focused on the ways in which stigma created structural barriers that discouraged some PLWH from obtaining care at other facilities. Other participants were less forceful in their descriptions. But they too talked about the ways in which PLWH were stigmatized. As one patient noted, ''Having HIV for me is like being back in the closet all over again'' (30-year-old Latino man). Another patient said:
[The first appointment was] nerve-racking, because I didn't know what was gonna happen. I didn't know if it was a death sentence because I didn't know [if there would be] stigma and ridicule. Before I tested positive, I would see how other people were treated, people not wanting to maybe use -drink after them or use the same dishes or something . But everyone here was always -treated me like family, initially, from the first visit. It was awesome. (Patient: 46-year-old multiracial woman)
Echoing these sentiments, a clinic staff member said:
I think those [patients] that are on Ryan White are much more chronically -have chronic issues. They tend to be the ones with less social support, or more disclosure issues, more stigma surrounding them. They tend to be more African American or Latino, MSM [men who have sex with men] or transgender, and African American heterosexual women. Where do you get the social support? . We still hear the stories, ''I disclosed to my family and got kicked out of the house.'' (HIV Program Manager: White woman) Key informants and patients repeatedly emphasized that trust was critical in overcoming patient suspicions that they would not be welcomed in the clinic. This was nicely emphasized by a patient, quoted earlier, who spoke of the value of having a laboratory located in the same facility as his clinic. After noting that the set-up was convenient, the patient went on to say: Besides convenience, you don't have the emotional hurdle of dealing with people that aren't focused on this specialty. And it's done expeditiously. Visibly, with respect, sensitivity, and compassion. And efficiency. There's notthey're here for you now. You don't have to go anywhere, and it's the same people. You don't have to learn how to get along with them, you don't have to have -you don't have to be anxious about how you're going to be treated, where you're gonna be treated, it's relationships that are continuously improving and developing. And you don't have the burden of uncertainty and conflict. (Patient: 61-year-old White man)
Patients placed great value on the personal, supportive relationships they had developed in the clinics. One patient explained that the relationship with his provider was so valued that he would strive to continue seeing that provider even in the face of obstacles. For their part, key informants expressed complementary beliefs, acknowledging that the clinics played an important role in providing patients with a sense of support that went beyond the provision of health care.
A lot of our patients don't have families, for a lot of reasons -socioeconomic or political or -just because they're on the other side of the border, or -based on diagnosis, they lose their family. So I kind of like to think of us as a new family for them, someone they can turn to and -hopefully, we're less judgmental than a real family. (Medical Director: Asian/Pacific Islander woman)
The heightened need for trust between patients and providers, and the familiarity with co-located services, enhanced the value that participants placed on PCMH components that required minimal or no patient activation. Co-located services, open scheduling or walk-in procedures, channels for communicating with a provider or the clinic, and care coordination were welcomed in part because they reflected on the clinic's regard for patients. As reflected in earlier quotes, such practices left patients ''feel[ing] really good '' and ''not hav[ing] to be anxious about how you are going to be treated.'' The enhanced trust reinforced by these practices was particularly important for many of the patients because of the stigma and discrimination they had faced at earlier points in their lives. By contrast, PCMH components that required high levels of patient activation were not perceived as having the potential to achieve the same effect.
Discussion
Our findings have important implications for PCMH implementation in HIV care settings and, perhaps more broadly, in other settings that serve safety net populations. There was substantially stronger emphasis at our study's demonstration projects on PCMH components that fostered improvements by altering clinical workflows and enhancing care coordination. There was less emphasis on components to enhance access to services or increase patient self-management, ostensibly for two different reasons. Efforts to improve access to services may have duplicated the existing, informal processes that clinics used to encourage access and communication. By contrast, PCMH emphasis on enhanced patient self-management of disease (AAFP, AAP, ACP, & AOA, 2007; NCQA, 2014) was met with skepticism. The chaotic nature of many patients' lives left providers wondering if patients would be able to take on increased responsibilities. For their part, many patients expressed little interest in tools or procedures to increase their independence or, more importantly, alter dynamics with their providers. A more extended discussion of the factors affecting shared decisionmaking can be found in another report from this initiative (Fuller et al., 2017) . Instead, patients repeatedly discussed the importance of the clinic as a place to which they could turn whenever they were having difficulties or needed health care issues addressed.
This pattern was best understood by considering the effects of stigma in patient lives. Mirroring the national HIV epidemic (Centers for Disease Control and Prevention, 2015) , patients at the demonstration projects included men who have sex with men; people of color; people who inject drugs; and those coping with mental health diagnoses, poverty, and/or homelessness. In addition to whatever prejudices they had already faced, HIV added another attribute subject to social scorn. In some cases, patients had received little social support to manage their disease. Against this backdrop, being able to trust providers and clinical staff had become especially important and something that patient-centered care needed to recognize.
For some patients, the providers had become valued confidantes who offered not only health care advice but also friendship and caring. They had fostered trust by being readily available to attend to patient needs, going so far as to use personal phone lines or e-mail accounts to maintain accessibility. The value that patients placed on availability and personal concern from providers aligned with findings from a qualitative study conducted with low-income, racial and ethnic minority patients who were inconsistently engaged or recently disengaged from HIV care (Jaiswal et al., 2018) .
In our study, care coordination efforts were seen as emblematic of the attention that providers were giving to patients and of their concern for patient wellbeing. By contrast, PCMH components to improve access or promote patient activation were rendered less relevant because they either duplicated or ran counter to existing informal patient-centered practices. Providers and staff at the demonstration sites had already recognized that patients needed ways of accessing the clinic when facing urgent needs or concerns and had taken steps (giving out phone numbers, handling unexpected patient clinic visits) to be sure their needs were met.
Collectively, the results demonstrated both the potential value and limitations of the PCMH model in HIV care settings. The model has clear applicability for HIV treatment given the focus on teamwork and coordination of services. HIV care increasingly requires input from diverse health care specialties, particularly for aging patients with multiple comorbidities (Edelman et al., 2013; Greene et al., 2013) . In addition, as with other parts of the U.S. health care system, HIV care facilities have been facing possible workforce shortages (Weiser et al., 2016) . Practice changes to promote collaboration and sharing of responsibilities can enhance the roles of clinic staff and allow for more efficient delivery of care. Similarly, care coordination efforts may help expand the HIV workforce by facilitating dialog between providers who are not HIV specialists and those with such specialization. This could enable PLWH to be seen by a greater number of providers without necessarily sacrificing quality.
The challenge for PCMH implementation in HIV care settings, and arguably in settings serving other patient populations with a history of stigma, comes in the implementation of specific components. The success of collaboratively developed care plans or programs to enhance self-management of disease are predicated on improved (and substantial) patient activation. As a result, these changes favor clinical settings where patients want to take greater responsibility for their care and/or to reduce the burden of attending appointments. For the vulnerable patient populations disproportionately affected by HIV and seen in safety net settings, some of these components would not necessarily be perceived as patient centered because they would not be responsive to the social support needs that drive such patients' care utilization patterns. For individuals with little support at home and a history of mistreatment, the value of provider contact is rooted in the quality, quantity, and nature of the interaction. These patients are seeking evidence that their providers truly care about them and are there to support them. The PCMH model, which emphasizes care practices that incorporate patient input and are responsive to a person's comprehensive set of health care needs, might better meet these needs by emphasizing programs and services that would help build patient social support systems. Potential strategies include peer or paraprofessional navigation and the use of mobile technologies to remain in contact with patients (Blackstock et al., 2015; Broaddus et al., 2015; Sarango et al., 2017) .
Our findings also inform larger policy changes that have been reshaping health care in the United States. Hospitals and clinics are increasingly consolidating into comprehensive health systems, due in part to payment models that reward providers for following patients over time and keeping them healthy (Lewis et al., 2013) . Against this backdrop, integrated care models such as the PCMH have a natural appeal. But larger system-wide changes come with potential perils. As clinical facilities consolidate or restructure, there is a risk of losing spaces dedicated to the needs of individuals with unique challenges. As evidenced by the perspectives of our participants, the benefit of having facilities that focus specifically on HIV is not limited to the availability of relevant clinical expertise. These care environments have also developed culturally competent practices that ensure clinics are perceived as welcoming and nonstigmatizing to the populations most at risk of HIV. The loss of such expertise could undermine any advantages achieved by consolidation and integration. Patients would not benefit from improvements in care if they dropped out of services because they no longer felt welcomed. Our research suggests that newly consolidated health systems need to retain a focus on meeting the unique needs and concerns of PLWH and those in safety net populations. This may require training of providers and staff not previously used to working with marginalized populations or the maintenance of specific facilities that cater to at-risk communities.
Limitations
Our findings have limitations. First, qualitative data focus only on what patients and key informants self-report as being acceptable. We did not examine how changes at the clinics affected actual clinical outcomes. Such data will be forthcoming in analyses using medical record data to examine changes in HIV care outcomes following PCMH implementation. Second, we recruited patients who were visiting the clinics for health care. The findings, therefore, may not reflect the perspectives of those who were so dissatisfied with services that they had stopped coming to the clinics altogether. Furthermore, in the clinics where providers/staff referred potential participants to the research team, there may have been recruitment biases resulting in the enrollment of patients who were generally more satisfied with their care. Finally, because we sampled patients only once, we cannot fully assess if and how their perspectives changed as a result of PCMH implementation.
Conclusion
The PCMH is a promising model for increasing the efficiency and quality of HIV care in safety net settings funded by the RWP and other public sources. Its implementation, particularly in regard to components to enhance the activation and engagement of patients, may require modifications to respond to patient desires for reassurance that they can trust their providers. Research should focus on how the PCMH model could be modified to more fully respond to this particular patient need.
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Key Considerations
Stigma shapes the needs of patients in safety net HIV care settings and influences the acceptability of patient-centered medical home (PCMH) components. Patients looked for evidence of respect in provider availabilities and attention. PCMH components to coordinating care help to reinforce patient trust in their providers, and thereby may promote retention and engagement in care. PCMH components to enhance access to care were embraced in principle, but clinics already had existing, informal channels of communication that promoted access and reinforced trust (e.g., personal communication, direct phone lines). PCMH components to encourage patient selfmanagement require careful planning, as they could be misconstrued by patients as evidence of disinterest from providers, which would undermine the trust needed to retain those patients in care.
